Mesenteric chylous cysts are rare pathologic entities that often present with unspecific symptoms. The preoperative diagnosis requires all the common abdominal imaging techniques, but usually the correct diagnosis may be made only at the operation stage or during the histological examination. The treatment of choice is the complete surgical excision that may be safely performed by laparoscopy. A 58-year-old man underwent laparoscopic excision of a huge mesenteric chylous cyst. The technique entails the perfect control of the major abdominal vessels running near the tumor and the complete sealing of the chylous and blood vessels to and from the cyst.
INTRODUCTION
Mesenteric cysts are rare pathologic entities. First reported in 1507 by Beneviene or Benevenni, 1 now they are identified in about 1 out of 100 000 adult hospital admissions. [2] [3] [4] [5] About half of them are chylous cysts, first described at necropsy by Rokitansky in 1842. 6 Although often asymptomatic, they can sometimes reach such a volume as to cause pain, bowel obstruction, and other aspecific symptoms. In addition, they may mimic other abdominal diseases, such as tumors, benign masses, and congenital anomalies. The mainstay of therapy is the complete surgical removal of the cyst. This report deals with the case of a mesenteric chylous cyst treated by laparoscopy.
CASE REPORT
A 58-year-old man came to our observation for chronic abdominal pain in the right lower quadrant, where a rounded swelling could be noticed and palpated, resembling the shape and dimensions of the head of a large fetus. The patient did not complain of vomiting or constipation or change in bowel habits and did not report any other abdominal or systemic symptom. He reported just mild essential hypertension that had required treatment for a couple of years.
Abdominal ultrasonography, computed tomography, and a magnetic resonance scan revealed a circumscribed cyst measuring about 14cm ϫ 12cm ϫ 9cm, with a thick capsule, containing a dense fluid with a high-fat content (Figure 1) . The cyst was located in the right lower quadrant, within the mesenterium of the small bowel, strictly adherent to the superior mesenteric vessels. Blood tests did not reveal any abnormality. Serologic tests for hydatidosis, amebiasis, and other parasitic diseases were negative.
With the informed consent of the patient, we decided to try to remove this mass by laparoscopy.
After antibiotic short-term intravenous prophylaxis, general anesthesia was induced and maintained as usual (with the "totally intravenous anesthesia" technique we use for most of our laparoscopic operations). Myoresolution was obtained by the administration of bolus doses of vecuronium bromide.
Three trocars were used, placed according to our technique of laparoscopic right colectomy, aiming to obtain perfect control of the superior mesenteric pedicle and the right lower quadrant. The first 10-mm to 12-mm trocar was placed with the "open" technique on the transverse umbilical line, just laterally to the lateral margin of the left rectus abdominis muscle, for the introduction of a 30°laparoscope. The second 10-mm trocar was placed in the left upper quadrant, on the same vertical line of the first cannula. The third 5-mm trocar had a suprapubic location. The initial exploration of the abdomen revealed a huge tumor arising within the mesenterium of the small bowel, leaving the small bowel at its left side and the right colon at its right side. The peritoneal layer of the right side of the ileal mesenterium covered the lump. The dissection started with an incision of the peritoneal covering in the cephalic aspect of the mass at its superior margin. The mass was then peeled away from the underlying fat tissue by ultrasonic dissection, while the small vessels to and from the cyst were progressively sealed and divided. Particular care was taken during the detachment of the cyst from the superior mesenteric vessels, which were particularly attached to the right side of the cyst itself. During the dissection, albeit delicate, the cyst was damaged and a dense white milk-like fluid spilled. The opening of the cyst was therefore enlarged to permit complete draining of the fluid. The cyst was completely dissected free and removed in an endoscopic bag. Abundant irrigation of the peritoneal cavity was performed, to remove all the residual cystic fluid. Fearing of a chylous fistula, a drain was inserted and the trocars removed. Total operative time was 90 minutes. The postoperative period was uneventful, and the patient resumed oral food intake after 24 hours (liquid intake after 8 hours). On postoperative day 3, the drain was removed (no chylous fistula), and the patient was discharged. The patient did not experience any postoperative early or late complications. His recovery was complete, and he returned to his normal social activities one week after the operation.
The results of the laboratory tests on the cyst and its content confirmed it to be a chylous cyst. Bacteriologic examination of the cystic fluid yielded negative findings.
DISCUSSION
Mesenteric cysts are rare abdominal pathologic entities, discovered in about 0.001% of all adult hospital admissions in the USA. [2] [3] [4] [5] About half of them are chylous cysts. According to dePerrot et al, 4 other mesenteric cysts may be of mesothelial, enteric, dermoid, urogenital, traumatic, or infectious genesis. Malignant changes occur in less than 3% of cases. 7 Chylous cysts are often congenital but may be related to previous abdominal surgery, pelvic diseases, and trauma. [2] [3] [4] [5] 8, 9 The first description of a chylous cyst dates back to 1842, 6 and since then relatively few cases have been reported in writing.
The diagnosis may be challenging because chylous cysts may mimic other pathologies, such as pancreatic pseudocysts or cystic tumors, 10 pelvic diseases, 11 and aortic aneurysms. 12 Symptoms are usually poor and quite unspecific. 2, 10, 11, 13 Rarely, the clinical presentation may be dramatic, with acute severe abdominal pain and symptoms of intestinal obstruction, 14 or simulating the rupture of an aortic aneurysm. 12 In the presented case, the only symptom was the progressive distension of the abdomen with a swelling in the right lower quadrant, but the patient did not complain of any other abdominal troubles.
The preoperative diagnosis may be achieved with the common imaging examinations of the abdomen (ultrasonography, computed tomography, nuclear magnetic resonance). Ultrasonography usually demonstrates a cystic tumor, whose content may form a fluid-fluid level. 15 Computed tomography scans show a cystic mass with a thick wall and a fluid content with a low CT number. 10, 15 Abdominal imaging is particularly useful to demonstrate the relation of the tumor to the major abdominal vessels and with the bowel loops, to adequately plan the surgical approach.
The treatment of choice is the complete surgical excision of the cyst, which may need to be associated with bowel or pancreatic resection or splenectomy, depending on the location of the cyst. The first effective surgical treatment of a mesenteric cyst was performed in 1880 by Tillaux. 16 In 1897, O'Conor 17 described the marsupialization of a chylous mesenteric cyst by suturing its edges to the skin, although initially he tried to enucleate it but gave up fearing an eventual uncontrollable hemorrhage. Wiesen et al 18 reported the complete enteroscopic excision of a mesenteric chylous cyst developing into the lumen of the proximal jejunum. Some authors performed laparotomic or laparoscopic fenestration of the cyst, if located near a major abdominal vessel. 9, 12 In our opinion, such a surgical option must be avoided due to the risk of malignancy.
In this case, we performed the complete excision of the cyst by laparoscopy. The position of the trocars must be judged with respect to the location of the tumor. Because the tumor was located between the right colon and the small bowel, we placed the cannulas according to our technique of right colectomy, aiming to achieve good control of the superior mesenteric vessels, the last small bowel loops, and the right colon with the underlying ureter, should it have been necessary to mobilize the cecum, the right colon, and the terminal ileus. A second concern of the technique is the relation between the cyst and the major abdominal vessels. In this case, the progressive dissection of the cyst was initiated at its cephalic edge, near the angle between the transverse mesocolon and the mesentery, where the superior mesenteric vessels have been accurately detached from the mass, paying attention to its branches to the small bowel and to the cecum and ascending colon. To avoid any risk of chylous fistula, every vessel must be accurately sealed and divided by the harmonic dissector. Obviously, it is not always possible to enucleate the cyst without opening it, in particular, if its content is under pressure. However, the chyle leakage from the cyst does not represent any particular concern, as long as the surgeon can accurately wash the surgical field and eventually insert the drain.
CONCLUSION
Even if it is a rare disease, surgeons must consider the diagnosis of a mesenteric chylous cyst each time they face a cystic abdominal tumor. The complete removal of the cyst must be regarded as the first-choice therapy, but this operation needs to be accurately planned on the basis of the preoperative diagnostic workup. Depending on the surgeon's experience, this operation may also be performed safely by laparoscopy, the only concern being the risk of iatrogenic injuries to the major abdominal vessels and bowel loops.
